Background: The aim of this study was to evaluate the associations between carer's wellbeing and stressors and to assess if these associations are different for spousal and children carers of disabled elderly. Methods: Information was collected by home interviews of a population sample of carers (N=195), who were providing assistance in activities of daily living to a community-dwelling population over 65. Associations between indicators of wellbeing (number of depressive symptoms, number of physical symptoms, self-perceived health and life satisfaction) and caring stressors were examined, controlling for carer's socio-economic characteristics and health status. Hierarchical logistic regressions were used to fit the data. Religion and social support were included as resources and spousal and children differential associations were tested. Results: The four indicators of wellbeing are moderately correlated, indicating a common underlying concept. Spousal carers have lower socio-economic status, poorer health and lower levels of wellbeing than children carers. However, children carers bear a significantly greater burden. In the multivariate analysis of the associations between wellbeing and stressors, the similarities between spouse and adult child carers are more striking than the differences. Emotional support was consistently associated with higher levels of wellbeing while the associations of religiosity and instrumental support with wellbeing did not reach statistical significance. Conclusion: As formal care services are being developed in Spain, their ability to work in a supportive way with family networks should be taken into account. Research should be carried out on patterns of formal care interventions that use the resources in the natural support network of the family.
Studi es have assessed the effects of caring on wellbeing [1] [2] [3] [4] [5] and mortality. 6 There is considerable evidence that caring increases the risk of depression in carers. 3, 7 Physical health effects of caring have been harder to evaluate. 8 Fewer studies have explored the effects of caring on self-rated health [9] [10] [11] [12] or other aspects of wellbeing such as life satisfaction. Children and spousal carers seem to have few differences in health decline, stress or activity restriction, and that burden of care does not depend on the type of relationship, 1, 13 with some opposing results. 14, 15 Social support and religiosity seem protective. [16] [17] [18] Cultural factors that sustain family care of the elderly vary throughout the world. Little is known about carers in Southern European countries. In Spain, retirement homes are extremely expensive, around 1200 Euros/ month, compared to the average retirement pension of 500 Euros. Community social services are scarce. Therefore, family carers have few chances of giving up their caring role. Families tend to help principal carers and sometimes disabled older people rotate among their children's homes. 19 To examine caring in a society with traditional family care and low levels of formal care, we aimed at:
describing four indicators of wellbeing in spousal and children carers; determining if the relationships between caring stress and wellbeing are different for spouses and children, controlling for baseline socio-economic and health characteristics; determining if the availability of social support and religiosity are associated with higher levels of wellbeing among carers; assessing the role of social support and religiosity in the management of caring stress among spouses and children carers.
METHODS

Population and sample
All primary carers of people over 65 who needed help in Activities of Daily Living (ADL) were identified during the fieldwork for the second wave of the longitudinal study, 'Ageing in Leganés' 20 during 1995. The 1993 baseline study population was representative of the Leganés community dwelling people over 65 and to a considerable EUROPEAN JOURNAL OF PUBLIC HEALTH 2002; 12: 3-9 extent (in age, sex, education and marital status) of older adults in Spain. 21 Identification of primary carers Each ADL-dependent elderly was asked to identify the person who helped the most in the following six personal care activities: bathing, grooming, transferring, using the toilet, walking across a small room, and eating. Between March and June 1996, all carers identified in 1995 were located and a trained interviewer interviewed those who agreed to participate at home. Of the 255 primary carers identified, 229 were eligible (both the disabled elderly and the carer were alive and continued to live in Leganés) and 194 were interviewed (overall response rate = 85%).
The missing interviews were due to absence of the carer after five attempted visits (n=12), unwillingness to participate (n=14), or other reasons (n=9).
The sample population consisted of 68 carers of the same generation (66 spouses and two sisters) and 126 carers belonging to a younger generation (99 daughters, six sons and 21 daughters-in-law, nieces and granddaughters). The mean age of spouse carers was 75.7 years (SD 6.6) and for the younger generation of carers the mean was 60.7 years (SD 7.7). Regarding formal education, 41.2% had not completed primary education; 88.7% were married; 82.5% had a monthly family income of more than 450 Euros and 97% were catholic. Living arrangements were shared in 77% of the cases, another 12% of the elderly rotate between children, 5% live in the same building, in the same street or the carer sleeps in the house of the elderly person and only 7% are in other types of living arrangements.
Measurement of the variables
As dependent variables we have considered four indicators of wellbeing: two indicators of subjective wellbeing (life satisfaction and the number of depressive symptoms) and two indicators of physical health (self-perceived health and the number of physical symptoms). The presence of depressive symptomatology was measured by the CES-D. 22 The Spanish version of the CES-D, from the Hispanic Health and Nutrition Examination Survey was used. 23, 24 To assess the number of physical symptoms, carers were asked if during the last two weeks they had experienced nine of the 24 symptoms included in Aday and Andersen's 24 item check list. 25, 26 Items selected on the basis of their relation with physical exertion or stress were: upper-back tension, low-back pain, chest pain, headache, aching legs, swollen ankles, nausea, difficulties in breathing and fatigue. 27 For the statistical analysis, the answers were grouped into three categories 'very conflicting behaviour', 'any conflicting behaviour' or 'none'.
Carer type From here on, we shall refer to the first group as the spousal carers (carer type=1) and the second group as the children carers (carer type=0). Religiosity To measure religious involvement, self-reported religiosity was selected over other indicators due to its reported stability over time. 30 That indicator was then categorized into three groups (very, somewhat, or not at all).
Social support Emotional support was assessed with nine statements about significant others. 27 These items evaluated the perceived availability of trustworthy relationships. The scale had response categories, which ranged from 'strongly agree' 1 to 'strongly disagree' 5 (Cronbach's alpha=0.91). The higher the score, the lower the support. Lastly, the availability of a secondary carer was taken as a measure of instrumental support. Only two persons cited formal services as secondary carers. The sociodemographic and health variables of the carer were controlled for in the statistical analysis. Level of education was measured as illiterate, no schooling, incomplete primary and complete primary school. Income was split into more than 450 Euros per month and less than 450 Euros. The number of chronic conditions (13 chronic conditions taken from the NHIS), functional limitations in the lower and upper extremities, 31 and IADL 32 and ADL 33 described carer's health and functional status.
Statistical analysis To examine the differences in wellbeing between spousal and children carers, a hierarchical multiple regression equation was fitted in two steps for each wellbeing indicator. During the first step, only sociodemographic characteristics of the carers were used to predict wellbeing. In the second step, co-morbidity and disability of EUROPEAN JOURNAL OF PUBLIC HEALTH VOL. 12 2002 NO. 1 the carer were included. Only those variables that reached statistical significance at the 0.05 level at their inclusion step were retained in the equation. Finally, carer type was added to test for increased explained variance. For objectives 2, 3 and 4, carer's socio-economic and health indicators were controlled in all models. The inclusion of caring stressors and their interactions with kinship tie allowed one to assess if differences in wellbeing are attributable to differences in the effects of stressors in spouses and children. In the last step, the associations of resources with wellbeing were considered: religion and its interaction with carer type, and social support and its interaction with carer type. Variables that reached statistical significance at p<0.05 were retained in the model for all subsequent steps. Interactions were included one at a time. All significant interaction terms were included in the final models even though in some cases statistical significance was decreased when all interactions were considered simultaneously.
RESULTS
Spouses have lower levels of wellbeing than children carers (table 1) . Correlations between the wellbeing measures range from moderate to high (0.39-0.60) and they suggest that the chosen indicators may be measuring different domains of the same underlying concept. The correlation matrix is very similar for both types of carers. The highest correlation is between physical symptoms and self-perceived health, being 0.56 for spouses and 0.60 for children. Socio-economic and health status variables are significantly different for spousal and children carers (tables 2 and 3). Only six of the children carers were men. As expected, spouses have lower income, lower levels of education and more disability than children carers. Almost one out of four spousal carers (23.5%) are dependent on at least one of the basic activities of daily living and one out of five of these older carers has some functional limitation, which means that in some elderly couples, it becomes difficult to determine who cares for whom.
Disability among children carers is also frequent (16% have difficulties with ADL), which may be explained by the age of these carers, where the average is 60 years. The elderly cared for by their children have more conflicting behaviours, more incontinence and receive more assistance in daily living activities. However, spousal and children carers do not differ either in the amount of emotional (mean score close to 16.0 in both groups) and instrumental support (90% have a secondary carer) or in religiosity (20% self-reported religious). 5 , where all models have been adjusted for socio-economic and health characteristics of the carer. Controlling for carer's sociodemographic characteristics and carer's health status, conflicting behaviour, incontinence, the number of outdoor IADL and the number of ADL where assistance was provided were significantly associated with wellbeing. Helping with outdoor tasks was associated with less depression (one point less in CES-D scale for each additional tasks) and better self-perceived health, both for spousal and children carers. Few of the associations between carer stressors and wellbeing varied according to the type of carer: spouse or children. Spouses were more depressed than children when their partners had very conflicting behaviour, but they were equally depressed for intermediate conflicting situations. Spouses taking care of an incontinent person reported more physical symptoms and poorer life satisfaction. Among spouses, self-perceived health was positively associated with the number of ADL tasks for which help was provided. Children carers reported poorer life satisfaction than spouses when taking care of elderly with some conflicting behaviour. Extremely conflicting behaviour of the cared person is associated with similar low levels of life satisfaction for both types of carers. Results in table 6 answer the third and fourth research question: How social support and religion influence caring effects on wellbeing? Are these effects different for spouses and children providing care? Emotional support is significantly associated with every indicator of well- 
Depression (1) shows that it is a closely related factor. As reported by others, caring for a person with declining cognitive function, personality disorders or incontinence is associated to physical and mental symptoms in the caring spouses. 8, 35 For the children carers, the significant associations of both stressors, conflicting behaviour and incontinence, with poorer life satisfaction could be explained by the disruption of daily routines and social relationships that these two conditions impose. Providing assistance in activities that require going out of the home gives an opportunity to engage in social contacts with the neighbourhood counteracting the social isolation of the caring role with beneficial effects on wellbeing. This finding may not be generalizable to other cultures but it may be true in the Mediterranean. In this study, only 20% of the carers reported to be religious. However, religious attitudes and activities are frequently cited as coping behaviours among the elderly and for this reason we considered it relevant to explore the role of religiosity in this study. Theories on stresscoping strategies based on religion and empirical evidence from population studies show that religion/spirituality may counterbalance the negative effects of stress on wellbeing among the elderly. 36-41 However, we have not been able to detect significance associations between religiosity and caring, except for a protective effect for depression among spouses. This finding is consistent with results published in a previous paper. 42 Religiosity may help spouses give meaning to the caring experience as part of the marriage contract while it may put a heavier burden on daughters that are not willing to accept the caring role and have to accept it due to the norm of filial obligation.
Our more interesting finding is the positive association between family emotional support and carers wellbeing. From the first studies 1, 15, 43, 44 to more recent times 2, 45, 46 the importance of family support for the carer has been a consistent result. However, in spite of this solid evidence little evaluative research has been carried out on the development of community services that take into account the three agents: family, carer, and care recipient. In a previous paper we reported that in Spain, contrary to the association between lack of social support and institutionalization observed in North America, 47 family support was positively associated with the decision of institutionalization. The agreement of the family may be needed when taking the difficult step of placing your close relative (spouse or parent) in an institution. Two limitations deserve comments. The simplicity of some of the measures for the complex concepts being considered and the small sample size. In particular, the single item measure for life satisfaction may have low reliability and it has not been as extensively used as the single item question on self-perceived health to assess its validity. Single item measures of life satisfaction have good convergent validity according to a review published by Diener. 48 In our study, this global life satisfaction item is correlated with satisfaction with health (0.50), with satisfaction with the economic situation (0.60) and with sociodemographic and health variables of the carer in the expected directions providing evidence for its construct validity.
One of the main advantages of these data is its representativeness. A high proportion (85%) of all carers providing assistance with ADL to a random sample of community living elderly were interviewed providing a good description of the socio-economic and health characteristics of elderly carers in a community of Spain. Since approximately one out of five subjects over 65 has a family carer in Leganés, the total estimate for Spain's family elderly carers exceeds one million. This number is increasing as the population is ageing rapidly, formal services are unevenly and scarcely developed 49 and caregiving tends to be hidden in the domestic environment where middle age daughters and daughters in law have a prominent role. 50 
